MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH b ~

DEFARTMENT OF PUBLIC HEALTH AND WELFARE >
1 uslbl A 3 : _g? 5‘ [ STATE FILE NUMBER
DO NOT WRITE Registration District No. __._ fee_Primary Registration District No. 3___ Registrar’s No. - _—

ON THIS STUB NDED EII E|];._EB;“ law

1. PLACE OF DEATH 2. UsSUAL ﬁESlDEﬁCE (Where decessed llved. If institution; Residence before
VS 300 & COUNTY Callaway . & STATE M4 scouri b CONY St Touis admission)
Rev. 4/59 b. CITY {If outside cerporate limits, give TOWNSHIP only} Length of stay in 16 <. CITY Inside Limits

oW Fylton 4Y-10M-TD|| -~ O st. Louis YeO NoD

& FULL NAME OF (If NOT in hospital, give location) Inside Ltmm Jl- d STREET {If outside, give location) Reside on Farm
HOSPITAL OR ' ADDRESEF‘}O
INSTITUTION St ate Hospital No, 1 ve: O No'DD |- 2 N. Market Yes I No [J
3. NAME OF DECEASED First i Last . 4. DATE . Manth Day . Year
{Type or print) ) . OF
Granville _ Miller DEATH 2 14 63

5. SEX 6. COLOR OR RACE 7. Married [] Naver Married [ (8. DATE OF BIRTH | - AGE (last birthday) |IF UNDER | YEAR | IF UNDER 24 HR
Widowed Di d . i Months.| Days Hours Min.
male Colored dowed D Do O | 2/ /1979 | b |
102. USUAL QCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during most of workingg lify, & if retired) -

. o #: .08 3 unk So. linloch, Mo, USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Henry Miller Sadie ? ‘ none

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL.SECURITY NO. 17. INFORMANT Address

(Yes, no, or unknawn) | (If “Wa' or dates of servi Sta te HO Bp i tual #1 Ful ton , MO

18, CAUSE OF DEATH (Enter only one cause per line j INTERVAL BE'I'WEEN
PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH

IMMEDIATE caust (o~ @arcinoma of the rectal sigmoid With

DATE AMENDED

b=
r4
w
=
>
[
Q
[a]

Conditions, ifany,] DUETO () __Metastases to right lower Jlung ,
which gave rise to =
above cause [a), ,Cerebral
stating the under-

iving causa lat.]  DUETO () Metastases with right hemiplegia

PART Il. QOTHER.SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to. the terminal PART 1IN, I¥ deceased was female was
disease condition. given in PART | (e) there. 2 pragnancy in last 90 days.

- lDYesIDNoIDUnkncwn
19. WAS AUTOPSY | 20a. ACCIDENT SUI%DE HON‘\:IICIDE 20b. DESCRIBE HOW INJURY OQCCURRED. (Enter nature of tnjury in PART | or PART Il of item 18.)
: a

“Hoo. TIME OF  Four _ Month, Oay, Year
INJURY &.m.
p-m.

INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, [ 20f. CITY, TOWN, OR LOCATION,
204 WI-JHLE AT WORK [] farm, factory, strest, office bidg., efc.)
NOT WHILE AT WORK []

Hoap, No. 1 L/63  XXEXRRANREEE

2/ ﬂfendnd e HooRs rvoe T B/7/58 o 2/1! _ -
Death occurred at— 2 +] 5 P .M. m on the date stated above, and to the best of my knowledge, from the causes stated.

or title) 22b. ADDRESS 272¢c. DATE SIGNED

M‘ﬂ State Hosp. No. 1, Fulton, Mo. Z-[(‘éa

7 1 MA'I'ION, 2. DATE 23c. NAME OF CEMETERY-OR CREMATORY 23d.. LOCAJION {(City, town, or county) !5"'9)
el - AT B W

zN;:AL D:RECTz ADDRESS ——] ﬁ‘ﬁ ;ZD B;;O;ABREG mﬂbﬂk‘s SIGEATURE :

d Embalmaer's ent on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

INK
B )

- T

SHOULD READ

USE BLACK
- OR
TYPEWRITER. RIBEON

8Y AFFIDAVIT OF

ITEM NO.




<
-

i
. lL.;
Lot
+ 4
19

Ky

STATEMENT. BV l.'i_éms'sii' EMBALMER
L 1.

R

1 hereby certify that the body whose name is recorded’ ‘on the reverse side of thls cer‘hfncu?e was embalmed by me,

or by Student Embalmer No.

working under my personal supervision,

Student

Signatura of ‘Student Embalmer

- T T
;
W

- Licensed Embalmer No _

LT PO Address

« ' - Nofé:-The above MUST .BE SIGNED BY THE LICENSED}_EMBALMER :n his OWN HANDWRITING. (Fallure to comply
with the above constitutes grounds for revocation of license). IR

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed fact should be so stated above




